men and in dogs, certain variations being made in normal electrocardiographic procedure: (1) The connections to the galvanometers were kept constant, whatever lead was being recorded. (2) In recording augmented unipolar leads, one set of electrodes was applied to the extremities nearer the elbow or knee than is usual, and a second set near the wrists and left ankle; these distal electrodes were connected through a resistance of 100,000 ohms to a Wilsdn central terminal. Amplitude was gained by increasing the degree of amplification rather than by removing one electr4de contact. Intracavitary potentials were recorded in dogs.
With this technique it was found, when multiple leads (60 or more) were taken from the thorax, that a line could be drawn round the thorax; from points cephalad to this the records had an initial upstroke, while those from points caudad had an initial downstroke. The amplitude of these initial waves was shown to change in an orderly manner, the greatest positivity being cephalad and to the right and the greatest negativity caudad and to the left. When the galvanometer connections were kept constant aVr was not the reverse of lead I, and aVF leads from the lower part of the thorax had identical polarity. In view of these observations it is suggested that the currently held theory that only depolarization of surface muscle is recorded in the electrocardiogram must be discarded, or altematively it must be accepted that deep potentials are recorded. It is claimed that the findings recorded can be explained adequately as due to depolarization waves, transmitted along muscle strands and parallel to the direction of its fibres, which are approaching the electrode in one case, and receding from it in the other, thus producing a positive and a negative deflection respectively.
[This closely reasoned paper should be read in its entirety. Provocative Sept., 1950 . A case of anasarca with marked venous congestion but without evidence of pulmonary engorgement is described. Aortic incompetence was present and a chest radiograph showed gross enlargement of the left ventricle, the lung fields being clear. At necropsy the left ventricle was found to be much hypertrophied, measuring 3*5 cm.
in diameter. The septum measured 3 cm. across and bulged into the cavity of the right ventricle, reducing this to a slit. The authors suggest that Bernheim's syndrome should be diagnosed in cases of heart disease whenever left-sided failure would be anticipated, both from aetiological considerations and from the presence of enlargement of the left ventricle, and yet signs of systemic venous enlargement far outweigh those of pulmonary congestion.
C. W. C. Bain "Medical Sympathectomy " in Hypertension. A Clinical Study of Methonium Compounds. R. TURNER. Lancet, 2, 353-358, Sept. 2, 1950 . The author concludes that the methonium drugs have no place in the routine management of hypertension, though they may be of value in treating certain resistant related symptoms. There is as yet no clear evidence that continuous reduction of blood pressure by drugs that paralyse the autonomic nervous system will prove beneficial in the long run to hypertensive patients, and it may well prove harmful to some. Even if desirable, such reduction is not easy to achieve with these compounds. Med., 9, 156-163, Aug., 1950. In 150 well-authenticated cases of myocardial infarction the relation of the duration, location, radiation, and mode of onset of pain to the mortality rate was studied.
The investigators suggest that, if the cases of severe pain and death before the patient is seen by a doctor are disrega,rded, there does appear to be some relation between the duration of the pain and the gravity of the prognosis; pain of over 24 hours' duration is associated with the highest mortality (39%/). In cases in which pain is limited to the thorax the prognosis is worse than when pain radiates to the neck and limbs. It is suggested, that in the former cases t,he infarction is more dangerous, producing a greater degree of shock and therefore a lessened perception of pain. 
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Apart from a few cases of traumatic thrombosis, the disabilities were classified as juvenile obliterative arteritis, primary popliteal thrombosis, and senile obliterative arteritis, the first two usually being associated under the general term " thromboangiitis obliterans " or " Buerger's disease."
Despite its name, the last-mentioned condition occurs in a variety of age groups. In diffuse lesions arteriography-shows' that the main vessels are narrow and irregular; the arterial walls may be calcified. Throm Dr. Brown still believes that the maladie de Roger is the commonest congenital abnormality of the heart met with in child life. His wide experience, drawn from the study of so many children, makes it likely that his figures are more representative than those of some recent series, which appear to be unduly influenced by selection. Unfortunately, as there is scant reference to the common mild type of pulmonary stenosis, and none to the loud parastemal systolic murmur heard not infrequently in normal children, doubt still remains.
The electrocardiography is inadequate, being limited to the routine limb leads, whilst the value of the second sound in the pulmonary area as an aid to diagnosis receives little comment. In spite of minor blemishes the general excellence of this book is such that it must find a place in the library of all interested in heart disease.
W quinidine therapy have, perhaps, been responsible for excessive caution in its use. Indeed, many of the defeats in quinidine therapy, and even some of the disasters, are often due to using too conservative systems of dosage. The author of this excellent monograph points out that the effective dose of quinidine has to be determined for every individual. In arriving at this the patient's co-operation is often called for. There is-scope for much wider flexibility in its administration; in one case the drug had been taken in the large dose of 60 grains (4 g.) a day for 14 years with no ill effect. In other cases the therapeutic result is best achieved by prescribing a dosage. scheme to produce a pyramidal summation effect. The initial small " test " dose is probably unnecessary. Good reasons are given against the simultaneous use of digitalis and quinidine.
A refreshing book, which deserves to be widely retid. , 138, Suppl. 243, 1-203, 1950 . This monograph records the author's experience with cervico-thoracic ganglionectomy, consisting of removal of the stellate ganglion and section of the 2nd, 3rd, and often the 4th thoracic ganglia. A group of 105 patients were operated upon, and a control group of 88 patients with similar symptoms and signs were observed.
Of the 105 patients, 11 died following operation. The mortality rate within 2 years of admission was shown by statistical analysis to be no greater in the operated group than in the control group. The majority of the patients still alive have been followed up for more than 3 years. Definite relief of pain was obtained in 52% of the patients surviving the operation, and some relief in a further 11%, in whom the effect was difficult to evaluate because of progressive cardiac decompensation or other postoperative developments.
The It is concluded that the mere presence of a deep Q3, with or without an inverted T2, is not a reliable diagnostic sign of posterior myocardial infarction, and that while the finding of a significant Q2 is definitely helpful in the diagnosis, its absence does not rule out the possibility of a posterior wall lesion; but that the use of the unipolar leg lead can be of real help in the differentiation between the normal and abnormal Q3 and thus in establishing or excluding the diagnosis of posterior wall infarction.
A Circulation, 2, 696-704, Nov., 1950 .
The dietary history of 139 healthy males and of 90 who had suffered myocardial infarction before the age of 40 was investigated. There was no significant difference in the amount of cholesterol contained in the diets of the two groups, nor did the level of cholesterol in the serum appear to be related to the dietary intake. Judging by this study there appears to be nothing to be gained by restricting the intake of cholesterol-containing foods by patients with coronary artery disease.
H. E. Holling
Recent History of Coronary Disease. J. N. MoRius. Lancet, 1, 1-7 and 69-73, Jan. 6 and 13, 1951. In England and Wales the number of deaths from coronary heart disease doubled between 1938 and 1948. This might be due to the substitution of " coronary thrombosis "for " myocarditis " in the certificates,* but the number of deaths from rupture of the heart found at coroner's inquests more than doubled during the same period. Also the number of recent infarcts found at necropsy at the London Hospital increased seven-fold between the period 1907 to 1914 and that of 1944 to 1948, the greatest increase being from 1916 to 1919, at a time when coronary occlusion was not diagnosed clinically. .The decrease took place mainly during the two war' periods and may be ascribed to the rationing of fats.
The problem of why coronary heart disease should increase while atheroma is decreasing is discussed. It seems that while atheroma provides the basis for coronary occlusion, there are precipitating factors affecting the coagulability of the blood. It may also be that calcification of the artery represents a stage of healing, and that subintimal heamorrhages, possibly with concomitant spasm, are more likely in the earlier stages. In conjunction with the unknown precipitating factors this might account for the tendency in recent years for coronary occlusion to occur in younger age groups.
This paper establishes the fact that in spite of a decreasing incidence of calcified coronary arteries, 419, group.bmj.com on September 10, 2017 -Published by http://heart.bmj.com/ Downloaded from 420ABTAS myocardial infarction has increased in the last 40 years much more than can be accounted for by the ageing of the population.
C. W. C. Bain Some Aspects of the Pulmonary Circulation in Normal Man and in Chronic Cardiopulmonary Diseases. A. COURNAND. Circulation, 2, 641-657, Nov., 1950. The author reviews the additions made in the past few years to our knowledge of the pulmonary circulation and reports certain personal observations. In 10 normal people the range of pressure was found to be: pulmonary artery, systolic 22±2-9 mm., diastolic 8±1-7 mm., mean 13±2-3 mm. Hg; pulmonary capillary pressure 5 mm. Pressure-pulse tracings from the pulmonary capillaries show two distinct positive waves, one of which is thought to be the forwardly transmitted pulmonary systolic pulse, the other the backwardly transmitted left atrial pulse. The latter disappears in auricular fibrillation.
In left ventricular failure there is a rise in the, filling pressure of the left ventricle which is transmitted back through the lungs and results in an increased pulmonary arterial pressure. In diseases of the lung restriction of the pulmonary vascular bed results in a rise of pulmonary arterial pressure, particularly under conditions such as exercise when the blood flow is increased. In chronic pulmonary emphysema the elevation of pulmonary arterial pressure shows some relationship to the degree of arterial oxygen saturation. Chronic anoxia due to lung disease leads to an increase in blood volume, polycythnemia, and in increase in cardiac output. These changes put an increased strain on the right heart, which hypertrophies and then fails. In 4 cases of emphysema of varying severity it was found that the more severely affected cases showed a smaller increase in cardiac output on exercise and a greater increase in pulmonary arterial pressure than the milder ones. In chronic lung disease therapy should be directed towards overcoming infection with antibiotics, and the relief of bronchiolar obstruction by the reduction of bronchial secretion and the use of atomized bronchodilators. , 33, 903-914, Oct., 1950 . At the University of Colorado, the authors studied the heart sounds in 21 established cases of patent ductus arteriosus. In 9 cases apical diastolic murmurs similar to those of mitral stenosis were heard. In several of these cases operative correction of the defect abolished the murmur, and in one case of operative death the absence of coincident mitral stenosis was confirmed at necropsy. It is suggested that the murmur is produced by what is in effect a functional mitral stenosis: although the absolute size of the mitral ring is normal, its size relative to the ventricular capacity and the rate of blood flow is reduced owing to the effect of the shunt between the aorta and the pulmonary artery. 
